case report
A 52-year-old man was admitted to our hospital with chief complaints of shortness of breath, orthopnea along with decreased appetite and easy fatiguability. He did not have any other comorbidities. There was a history of regular alcohol consumption for the past 15-20 years. On admission in the emergency department, his vitals were heart rate 120/min, blood pressure 140/100 mmHg, and saturation of 90% on room air. He was tachypneic with respiratory rate of about 35-40/min and prominence of accessory muscles of respiration. He was put on noninvasive ventilation, with spontaneous timed mode. He was afebrile at the time of admission. On auscultation, air entry on the right side of the thorax was not audible. Ultrasonogram (USG) thorax revealed massive right-sided pleural effusion, which was corroborated with chest X-ray (CXR) [ Figure 1 ].
The patient was immediately shifted to the intensive care unit. Since the patient was dyspneic and CXR revealed right-sided pleural effusion with mediastinal shift, a 32 French intercostal drain (ICD) was inserted in the right fourth intercostal space. There was drainage of purulent, slightly hemorrhagic material from the ICD. The breathlessness of the patient was relieved. However, since there was drainage of more than 1 L of purulent material through the ICD, the ICD was clamped to prevent reexpansion pulmonary edema.
Repeat CXR revealed the correct position of the ICD, along with decrease in pleural effusion. However, on unclamping the ICD again, there was incessant flow of purulent material from the ICD. This prompted us to get a CT thorax done, which revealed a saccular structure in the right hemithorax, suggestive of a large pleural cyst [ Figure 2 ].
Surgical consultation was given, and after explaining to the patient and attendants, thoracotomy was done. About 3 L of pus was drained from the cystic sac, and decortication was done. Another ICD was inserted by the surgeon intraoperatively, and the patient showed signs of improvement postextubation.
Once oral liquid diet was started, his breathlessness again aggravated and the ICD drained material suggestive of the feed. This raised our suspicion of a possible EPF, and contrast CT of thorax with oral contrast as well as a barium swallow confirmed our diagnosis [ Figures 3 and 4 ].
Gastroenterology opinion was taken, and endoscopy revealed a fistula in the lower one-third of the esophagus, with leaking of the barium through the fistula, eventually draining through the ICD [ Figure 5 ]. A nasojejunal tube was placed under endoscopic guidance, and he was planned for thoracotomy and closure of fistula.
dIscussIon
Our patient presented with dyspnea and orthopnea, and the CXR and USG thorax revealed massive right pleural effusion with mediastinal shift. To relieve his respiratory distress, immediate ICD was done. However, when his ICD was excessive and was draining material similar to the feeds, it raised a suspicion of EPF. This was similar to the case report by Vyas et al. [1] Initial plain CT thorax was misleading, and even after the surgical decortication of the pleural cystic sac, his CXR worsened and feeding liquids were observed in the ICDs. The contrast CT thorax and barium swallow confirmed EPF. Pleural fluid culture grew Candida krusei. He was administered broad-spectrum antibiotics and intravenous fluconazole. Candida as a possible cause of EPF in a nonimmunocompromised individual who has never had a surgery or esophageal instrumentation has been reported only once before, and this makes our case unique. [6] As the patient never underwent any surgery or esophageal instrumentation, EPF was never contemplated initially. Endoscopy revealed the site of EPF as lower one-third of esophagus, and nasojejunal tube was placed in jejunum to bypass the EPF, which enabled us to administer feeds to the patient and reduced the pleural leak significantly. Management of EPF includes complete drainage of empyema and decortications of cavity along with closure of EPF. EPF can be closed with metal stents, by thoracotomy using muscle flap, or even in some cases by fibrin glue. [8, 9] conclusIon We must consider EPF as a possible cause of nonresolving empyema thoracis with large amount of intercostal drainage, even in a patient who may not have predisposing factors such as previous surgery, esophageal instrumentation, or being immunocompromised. Early suspicion leads to prompt diagnosis and treatment options, which decreases mortality in such rare and serious scenarios.
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